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Background/Objectives 
 
The Kansas Department of Health and Environment (KDHE), Division of Health Care Finance (DHCF), 
submitted the KanCare Evaluation Design to the Centers for Medicare & Medicaid Services (CMS) in 
August 2013; it was approved by CMS in September 2013 and updated in March 2015. The Kansas 
Foundation for Medical Care, Inc. (KFMC) is conducting the evaluation. KFMC also serves as the External 
Quality Review Organization (EQRO) for Kansas Medicaid managed care.  
 
The KanCare Evaluation Design includes over 100 annual performance measures developed to measure 
the effectiveness of the KanCare demonstration managed care Medicaid program. A subset of the 
annual performance measures was selected to be assessed and reported quarterly. The quarterly 
measures for the third quarter (Q3) Calendar Year (CY) 2017 report include the following: 

 Timely resolution of customer service inquiries 

 Timeliness of claims processing 

 Grievances 
o Track timely resolution of grievances 
o Compare/track the number of access-related grievances over time, by population categories. 
o Compare/track the number of grievances related to quality over time, by population. 

 Ombudsman’s Office  
o Track the number and type of assistance provided by the Ombudsman’s office. 
o Evaluate for trends regarding types of questions and grievances submitted to the Ombudsman’s 

office. 
 
KanCare healthcare services are coordinated by three managed care organizations (MCOs): Amerigroup 
of Kansas, Inc. (Amerigroup), Sunflower State Health Plan (Sunflower), and UnitedHealthcare 
Community Plan of Kansas (UnitedHealthcare). For the KanCare Quarterly and Annual Evaluations, data 
from the three MCOs are combined wherever possible to better assess the overall impact of the 
KanCare program.  
 
Quarterly and annual KanCare Evaluation topics and recommendations are discussed with MCO staff at 
quarterly KanCare interagency meetings that include participants from the State, the MCOs, and the 
EQRO, and at project-specific site visits at the MCO offices in Lenexa and Overland Park, Kansas. 
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Timely Resolution of Customer Service Inquiries 
 
Quarterly tracking and reporting of timely resolution of customer service inquiries in the KanCare 
Evaluation are based on the MCOs’ contractual requirements to resolve 95% of all inquiries within two 
business days of inquiry receipt, 98% of all inquiries within five business days, and 100% of all inquiries 
within 15 business days. 
 

Data Sources 
The data sources for the KanCare Quarterly Evaluation Reports are monthly call center customer service 
reports MCOs submit to KDHE. In these reports, MCOs report the monthly number and category of 
member and provider inquiries resolved within two, five, eight, 15, and greater than 15 days, as well as 
the percentage of inquiries pending at month’s end. Unlike the Ombudsman’s Office reports that 
include the number of contacts and the number of individual issues addressed during the contacts, the 
MCO monthly customer service call center reports specify only the number of inquiries and not the 
number of monthly contacts. Reporting both the number of contacts and number of inquiries is 
necessary for accurate trend analysis by MCO and for aggregating results. An MCO reporting twice as 
many inquiries than another MCO, for example, may actually have had the same number of contacts, 
but may be reporting only one inquiry for each contact even if the contact addressed multiple topics. 
 

Current Quarter and Trend over Time 
In Q3 CY2017, 99.1% of the 79,473 member inquiries received by the MCOs and 99.7% of the 39,586 
provider inquiries were resolved within two business days (see Table 1). The aggregate two-day 
resolution rate has been above 99.0% in each quarter to date. Of the 713 customer service inquiries 
from members not resolved within two business days in Q3, 704 were reported by UnitedHealthcare. 
 

 
 

In Q3 CY2017, all three MCOs met contractual requirements for resolving at least 98% of customer 
service inquiries within five business days. All but one of 375 member inquiries not resolved within five 
business days in Q3 CY2017 were reported by UnitedHealthcare.  

CY2015 CY2016 CY2017 CY2015 CY2016 CY2017

Number of Inquiries Received 99,007 97,059 79,473 45,365 43,809 39,586

Number Resolved within 2 Business Days 99,002 96,683 78,759 45,365 43,796 39,448

Number Not Resolved within 2 Business Days 5 376 713 0 13 138

% Resolved Within 2 Business Days 99.99% 99.61% 99.10% 100% 99.97% 99.65%

Number Resolved within 5 Business Days 99,007 96,876 79,098 45,365 43,796 39,575

Number Not Resolved within 5 Business Days 0 183 375 0 13 11

% Resolved within 5 Business Days 100% 99.81% 99.53% 100% 99.97% 99.97%

Number Resolved within 15 Business Days 99,007 97,046 79,387 45,365 43,809 39,583

Number Not Resolved within 15 Business Days 0 13 86 0 0 3

% Resolved within 15 Business Days 100% 99.99% 99.89% 100% 100% 99.99%

Table 1. Timeliness of Resolution of Member and Provider Customer Service Inquiries - Quarter 3,

CY2015  to CY2017

Quarter 3

Member Inquiries Provider Inquiries
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Amerigroup and Sunflower met the contractual requirements to resolve 100% of inquiries within 15 
business days. UnitedHealthcare reported 99.7% of member inquiries and 99.99% of provider inquiries 
were resolved within 15 days; 86 member inquiries and three provider inquiries in Q3 CY2017 were 
reported as not resolved within 15 business days.  

 
Member Customer Service Inquiries 
The MCOs categorize member customer service inquiries in their monthly call center reports by 18 
service inquiry categories (see Table 2).  
 

 
 The number of inquiries from members in Q3 was the lowest number since MCOs began reporting in 

Q2 2014.  

 Benefit inquiries in Q3, as in previous quarters, had the highest percentage (20%) of member 
inquiries.  

 Of the 79,473 customer service inquiries from members in Q3 CY2017, 41% were received by 
Sunflower, 38% by UnitedHealthcare, and 21% by Amerigroup.  

 As in previous quarters, there are categories where two thirds or more of the inquiries in the 
quarter were reported by one MCO. This seems likely to be due to differing interpretations of the 
criteria for several of the categories in the reporting template. The categories where over two-thirds 
of the reported inquiries were from one MCO include: 
o Update demographic information: 76% of 10,572 inquiries in Q3 CY2017 were reported by 

Sunflower (71%–82% for last 12 quarters); 

Q1 Q2 Q3 Q4 Q1 Q2 Q3

  1. Benefit Inquiry – regular or VAS 21,924 22,319 21,652 18,152 17,675 17,216 16,143

  2. Concern with access to service or care; or 

       concern with service or care disruption
1,934 1,716 1,681 2,484 1,889 1,978 1,827

  3. Care management or health plan program 1,597 1,584 1,363 1,177 1,010 1,001 1,140

  4. Claim or billing question 6,416 6,381 5,557 4,838 5,764 5,398 4,830

  5. Coordination of benefits 3,280 2,964 3,467 2,724 3,075 3,280 3,098

  6. Disenrollment request 606 600 635 458 463 524 424

  7. Eligibility inquiry 18,002 13,478 12,555 13,006 15,475 14,420 13,077

  8. Enrollment information 3,203 2,396 2,558 2,632 3,900 3,234 3,086

  9. Find/change PCP 12,893 12,488 12,906 8,586 10,519 9,554 9,413

10. Find a specialist 3,512 3,375 3,320 2,787 2,794 3,043 3,043

11. Assistance with scheduling an appointment 30 47 74 40 58 88 119

12. Need transportation 1,326 1,200 1,214 1,232 1,353 1,594 1,821

13. Order ID card 6,958 6,453 7,263 5,318 6,894 6,190 4,521

14. Question about letter or outbound call 1,322 1,961 1,338 1,143 1,134 2,253 1,045

15. Request member materials 1,083 1,119 976 920 732 751 661

16. Update demographic information 12,944 13,343 14,985 11,356 13,821 12,568 10,572

17. Member emergent or crisis call 699 687 597 676 655 371 321

18. Other 5,018 4,491 4,918 6,052 5,162 5,085 4,332

Total 102,742 96,632 97,059 83,581 92,373 88,548 79,473

Table 2. Customer Service Inquiries from Members, Q1 CY2016 to Q3 CY2017

     Member Inquiries
CY2016 CY2017
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o Enrollment information: 71% of 3,086 inquiries were reported in Q3 CY2017 by Amerigroup 
(69%–81% for the last 12 quarters);  

o Concern with access to service or care; or concern with service or care disruption: 67% of 1,827 
inquiries were reported in Q3 CY2017 by Sunflower (67%–80% for the last six quarters);  

o Care management or health plan program: 75% of 1,140 inquiries in Q3 CY2017 were reported 
by Amerigroup (74%–86% in the last six quarters);  

o Member emergent or crisis call: 98% of 321 inquiries in Q3 CY2017 were reported by Sunflower 
(99%–99.8% in the last 12 quarters); and 

o Need transportation: 68% of 1,821 inquiries were reported in Q3 CY2017 by Amerigroup (66%–
77% in the last four quarters). 

 Sunflower continued to add a category for Health Homes; the 45 customer service inquiries 
reported in Q3 CY2017 as related to “Health Homes” (which were discontinued in July 2016) were 
added to the “Other” category for consistency in reporting aggregated counts for the three MCOs. 

 
The member customer service inquiry category “Concern with access to service or care; or concern with 
service or care disruption” seems to potentially describe contacts tracked as grievances or appeals in the 
State’s quarterly GAR reports. In response to the EQRO recommendation that “the State should provide 
clear criteria to the MCOs for this category to ensure grievance and appeals contacts are not 
underestimated and misclassified as customer service inquiries,” KDHE is revising the Customer Services 
Inquiries report template to remove this category in future monthly reports. In training provided to 
MCO staff in September 2017, KDHE stressed the importance of forwarding all inquiries that could 
potentially meet grievance or appeal criteria to MCO staff responsible for following up with members to 
resolve grievances and initiate appeal processes. While the new template may not be instituted until 
early 2018, KDHE staff are anticipating that the number of inquiries listed in this category will decrease 
in Q4 in response to the September training.  
 

Provider Customer Service Inquiries 
The MCOs categorize provider customer service inquiries in their monthly call center reports by 17 
provider service inquiry categories (see Table 3).  

 Of the 39,586 provider inquiries received by MCOs in Q3 CY2017, Amerigroup received 41%, 
Sunflower 48%, and UnitedHealthcare 11%. 

 Claim status inquiries were again the highest percentage (51%) of the 39,586 provider inquiries.  

 Seven provider inquiries reported by Sunflower in Q3 CY2017 as related “Health Homes” were 
added to the “Other” category for consistency in reporting aggregated counts and percentages for 
the three MCOs.  

 
As noted in previous quarterly reports, there are several categories where aggregated data primarily 
reflect one MCO rather than all three over time. Categories where two-thirds or more of the provider 
inquiries in Q3 were reported by one MCO included: 

 Authorization—New: 99% of 1,332 inquiries in Q3 CY2017 were reported by Amerigroup (98%–99% 
for the last 12 quarters);   

 Authorization—Status: 68% of 2,360 inquiries in Q3 CY2017 were reported by Amerigroup (73%–
74% in the previous two quarters); 

 Update demographic information: 96% of 426 inquiries were reported in Q3 CY2017 by Sunflower 
(91%–99.5% in the last 12 quarters);  

 Benefits inquiry: 73% of 1,980 inquiries were reported in Q3 CY2017 by Amerigroup; and 

 Claim payment question/dispute: 74% of 4,095 inquiries were reported in Q3 CY2017 by Sunflower 
(69% in Q2 CY2017). 
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Of the 17 provider inquiry categories, seven are claims-related: Authorization—New, Authorization—
Status, Benefit Inquiry, Claim Denial Inquiry, Claim Status Inquiry, Claim Payment Question/Dispute, and 
Billing Inquiry. As shown in Table 4, the range of inquiries for these seven claims-related categories 
varied greatly, but consistently, by MCO. For the last 11 quarters, for example, Amerigroup has reported 
over 98% of the provider inquiries categorized as Authorization—New, and Sunflower has reported 0% 
of the Claim Denial provider inquiries. 
 

 

Q1 Q2 Q3 Q4 Q1 Q2 Q3

  1. Authorization – New 1,942 1,812 1,870 1,735 1,707 1,561 1,332

  2. Authorization – Status 2,773 2,373 2,599 2,610 2,497 2,351 2,360

  3. Benefits inquiry 3,259 3,121 3,273 2,215 2,811 2,730 1,980

  4. Claim denial inquiry 5,605 4,423 5,540 3,920 5,127 5,245 4,876

  5. Claim status inquiry 23,613 21,685 20,682 17,442 17,519 20,320 20,718

  6. Claim payment question/dispute 4,575 4,142 3,725 3,948 3,537 3,910 4,095

  7. Billing inquiry 596 389 407 317 367 337 330

  8. Coordination of benefits 373 396 429 332 348 283 202

  9. Member eligibility inquiry 2,030 1,646 1,754 1,389 1,695 1,634 1,490

10. Recoupment or negative balance 66 85 75 41 83 40 53

11. Pharmacy/prescription inquiry 598 529 583 475 535 499 496

12. Request provider materials 71 40 34 35 52 42 33

13. Update demographic information 744 710 549 554 684 655 426

14. Verify/change participation status 345 258 249 243 293 243 186

15. Web support 182 103 99 122 139 101 99

16. Credentialing issues 231 162 157 119 160 147 153

17. Other 1,918 1,441 1,784 1,781 974 940 757

Total 48,921 43,315 43,809 37,278 38,528 41,038 39,586

Table 3. Customer Service Inquiries from Providers, Q1 CY2016 to Q3 CY2017

     Provider Inquiries
CY2016 CY2017

Max Min Max Min Max Min Max Min Max Min

Authorization - New 1,839 7 1,725 0 1,695 0 1,546 1 1,323 1

Authorization - Status 1,661 126 1,879 48 1,816 134 1,741 172 1,615 267

Benefits Inquiry 1,519 582 1,364 359 1,550 431 1,762 441 1,441 181

Claim Denial Inquiry 3,798 0 2,234 0 3,070 0 3,646 0 3,114 0

Claim Status Inquiry 11,845 2,911 10,047 1,367 10,011 1 12,903 670 12,779 466

Claim Payment Question/Dispute 1,745 346 2,275 148 1,971 127 2,688 74 3,010 34

Billing Inquiry 247 2 170 0 241 1 217 0 182 0

Amerigroup UnitedHealthcare

Sunflower

Table 4. Maximum and Minimum Numbers of Claim-Related Provider Inquiries by MCO - Q3 CY2016 to Q3 CY2017

CY2016 CY2017

Q3 Q4 Q1 Q3Q2
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Combining the seven claims-related inquiries may allow a better comparison over time overall and by 
MCO (see Table 5). 

 UnitedHealthcare reported 42% to 70% fewer provider inquiries than Amerigroup and Sunflower, 
with inquiries ranging from 4,289 (Q4 CY2016) to 8,362 (Q3 CY2016). 

 The overall number of claims-related provider inquiries were lower in Q1–Q3 CY2017 compared to 
Q1–Q3 CY2016. 

 Sunflower provider inquiries decreased each quarter from 18,706 in Q1 CY2016 to 13,213 in Q1 
CY2017, and then increased to 16,787 and 16,604 in Q2 and Q3 CY2017; 

 Amerigroup provider inquiries have been relatively comparable in number from since Q2 CY2016. 
 

 
 

Follow-up on Previous Recommendations (Timely Resolution of Customer Service 
Inquiries) 
 The MCOs should ensure all staff responding to customer service inquiries are categorizing the 

inquiries based on State-specified criteria.  
Follow-up response: In the Fall of 2017, KDHE staff provided training to MCO staff and discussed 
reporting criteria with customer service managers at MCO site visits.  

 After additional MCO training is completed, the State should consider reviewing a sample of 
customer service inquiries categorized as “concern with access to service or care; or concern with 
service or care disruption” to ensure contacts that should be categorized as grievances and appeals 
are not instead reported as customer service inquiries. 
Follow-up response: KDHE is updating the Customer Service Inquiries reporting template to exclude 
this category. 

 MCOs should include the State-specified member and provider customer service inquiries in the drop-
down menu options available to customer service staff responding to member inquiries. 
Follow-up response: Drop-down menu options used by Kansas MCOs are based on their corporate 
tracking systems used in multiple states. KDHE has worked with the MCOs to develop crosswalks of 
State reporting criteria and MCO dropdown menu options to more accurately evaluate MCO 
reporting of customer service inquiries.   

 The State should provide clear criteria to the MCOs for the member customer service category 
“Concern with access to service or care; or concern with service or care disruption” to ensure 
grievance and appeals contacts are not underestimated and misclassified as customer service 
inquiries.  
Follow-up response: KDHE is updating the Customer Service Inquiries reporting template to exclude 
this category. 

 

 

Q1 Q2 Q3 Q4 Q1 Q2 Q3

Amerigroup 16,373 14,967 14,479 14,354 15,015 14,663 14,813

Sunflower 18,706 16,182 15,255 13,544 13,213 16,787 16,604

UnitedHealthcare 7,284 6,796 8,362 4,289 5,337 5,004 4,274

Total 42,363 37,945 38,096 32,187 33,565 36,454 35,691

Table 5. Combined Totals of the Seven Claims-Related Provider Inquiry Categories by MCO, 

Q1 CY2016 to Q3 CY2017

CY2017CY2016
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Recommendations (Timely Resolution of Customer Service Inquiries) 
1. The State should implement the revised Customer Service Inquiries reporting template (that 

excludes the “Concern with access to service or care; or concern with service or care disruption” 
reporting option) by Q1 CY2018, if possible. 

2. The State should consider reviewing a sample of inquiries categorized to date as “Concern with 
access to service or care; or concern with service or care disruption” to ensure those that have met 
grievance or appeal criteria have had appropriate follow-up.  

3. The State should consider requiring MCOs to report the monthly number of contacts in addition to 
the monthly number of issues addressed during each contact to better ensure consistency in 
reporting and to better analyze the numbers and types of member and provider inquiries over 
time. 

 
 

Timeliness of Claims Processing 
 
Claims, including those of MCO vendors, are to be processed within 30 days if “clean” and within 60 
days if “non-clean”; all claims, except those meeting specific exclusion criteria, are to be processed 
within 90 days. Claims excluded from the measures include “claims submitted by providers placed on 
prepayment review or any other type of payment suspension or delay for potential enforcement issues” 
and “any claim which cannot be processed due to outstanding questions submitted to KDHE.”  

 
A “clean claim” is a claim that can be paid or denied with no additional intervention required and does 
not include adjusted or corrected claims; claims that require documentation (i.e., consent forms, 
medical records) for processing; claims from out-of-network providers that require research and setup 
of that provider in the system; claims from providers where the updated rates, benefits, or policy 
changes were not provided by the State 30 days or more before the effective date; claims from a 
providers under investigation for fraud or abuse; and/or claims under review for medical necessity.  
 
Claims received in the middle or end of a month may be processed in that month or the following 
month(s). Since a non-clean claim may take up to 60 days to process, a claim received in mid-March, for 
example, may be processed in March or may not be processed until early May and still meet contractual 
requirements. To allow for claims lag, the KanCare Evaluation Report for Q3 CY2017 assesses timeliness 
of processing clean, non-clean, and all claims reports received through Q2 CY2017 (see Table 6). 
 

Data Sources 
In monthly Claims Overview reports, MCOs report the monthly number of claims received and 
processed, including whether these claims were processed in a timely manner as defined by the type of 
claim and State-specified timelines. The report also includes average turnaround times (TAT) for 
processing clean claims. Due to claims lag, claims processed in one month may be from that month or 
from a month or two prior to that month.  
 

Timeliness of Claims Processing by Claim Type and Date Received 
The MCOs are contractually required to process 100% of clean claims within 30 days; 99% of non-clean 
claims within 60 days; and 100% of all claims within 90 days.  
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For claims received in Q2 CY2017: 

 Clean claims:  
o None of the MCOs met the contractual requirement to process 100% of clean claims within 30 

days. 
o 99.98% of 4,191,868 clean claims received in Q2 CY2017 were reported by the MCOs as 

processed within 30 days. 
o Of the 1,039 clean claims not processed within 30 days – 82 (8%) were claims received by 

Amerigroup; 535 (51%) were claims received by Sunflower; and 422 (41%) were claims received 
by UnitedHealthcare. 

 Non-clean claims:  
o 99.6% of 151,344 non-clean claims received in Q2 CY2017 were reported by the MCOs as 

processed within 60 days. 
o In Q2 CY2017, Amerigroup and Sunflower met the contractual requirement of processing at 

least 99% of the non-clean claims within 60 days. UnitedHealthcare met the requirement in April 
and May, but reported they processed only 95.5% of non-clean claims in June. 

Q1 Q2 Q3 Q4 Q1 Q2

Clean Claims

Clean claims received in quarter 4,380,378 4,248,060 4,052,640 4,242,248 4,332,165 4,192,588

Number of claims excluded 263 88 61 709 445 720

Number of clean claims not excluded 4,380,115 4,247,972 4,052,579 4,241,539 4,331,720 4,191,868

Clean claims received within quarter 

     processed within 30 days
4,378,159 4,246,507 4,050,603 4,239,788 4,329,950 4,190,829

Clean claims received within quarter 

     not processed within 30 days
1,956 1,465 1,976 1,751 1,770 1,039

Percent of clean claims processed within 30 days 99.96% 99.97% 99.95% 99.96% 99.96% 99.98%

Non-Clean Claims

Non-clean claims received in quarter 198,558 157,210 182,401 217,957 238,370 152,537

Number of claims excluded 2,974 1,434 1,344 1,372 1,617 1,193

Number of non-clean claims not excluded 195,584 155,776 181,057 216,585 236,753 151,344

Non-clean claims received within quarter 

     processed within 60 days
195,335 155,608 180,909 211,621 235,719 150,733

Non-clean claims received within quarter 

      not processed within 60 days
249 168 148 4,964 1,034 611

Percent of non-clean claims processed within 60 days 99.87% 99.89% 99.92% 97.71% 99.56% 99.60%

All Claims

All claims received in quarter 4,578,936 4,405,270 4,235,041 4,460,205 4,570,535 4,345,125

Number of claims excluded 3,237 1,522 1,405 2,081 2,062 1,913

Number of claims not excluded 4,575,699 4,403,748 4,233,636 4,458,124 4,568,473 4,343,212

Number of all claims received within quarter 

     processed within 90 days
4,575,552 4,403,630 4,233,492 4,457,945 4,568,285 4,343,082

Number of all claims received within quarter 

     not processed within 90 days
147 118 144 179 188 130

Percent of all claims processed within 90 days 99.997% 99.997% 99.997% 99.996% 99.996% 99.997%

Table 6. Timeliness of Claims Processing, Q1 CY2016 to Q2 CY2017

CY2016 CY2017
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o Of the 611 non-clean claims not processed within 60 days – 136 were claims received by 
Amerigroup; 13 were claims received by Sunflower; and 462 were claims received by 
UnitedHealthcare. 

 All claims:  
o 99.997% of 4,343,212 “all claims” received in Q2 CY2017 were reported by the MCOs as 

processed within 90 days.  
o UnitedHealthcare reported they met the requirement of processing 100% of claims within 90 

days. Amerigroup reported that 99.993% of all claims were processed within 90 days, and 
Sunflower reported 99.998% were processed within 90 days. 

o Of the 130 claims not processed within 90 days – 93 were claims received by Amerigroup, and 
37 were claims received by Sunflower. 

 

In 2015 and 2016, the State’s pay-for-performance program included incentives to process 99.5% of 
clean claims within 20 days (instead of the contractually required 30 days) and to process 99% of all 
claims within 60 days (instead of the contractually-required 90 days). During the annual performance 
measure validation process for the claims-related P4P claims metrics, KFMC found some differences by 
each of the MCOs in interpretation of reporting criteria for claims processing timeliness. MCOs each 
made corrections in their reporting processes that will now allow more accurate aggregation of the 
three MCOs’ quarterly claims data. The claims data reported in Table 6 for 2017, however, have not yet 
been updated to reflect the criteria revisions.  
 

Follow-up on Previous Recommendations (Timeliness of Claims Processing by Claim Type and 
Date Received) 
 MCOs should update their monthly claims processing reports for 2017 and annual totals for 2016 to 

reflect the criteria used by all three MCOs (and their vendors) as revised during the validation of P4P 
claims metrics, adapted to meet contractual timeliness standards for clean claims (30 days), non-
clean claims (60 days), and all claims (90 days). 
Follow-up response: Staff from KDHE and the MCOs are in agreement with revising the criteria for 
the Claims Overview monthly reports to better correspond to the criteria used by the MCOs when 
reporting claims processing data for the validated P4P claims-related metrics. This recommendation 
is in process. 

 The State should provide guidance to the MCOs as to whether corrections should be made in any of 
the data for prior months where vendors’ claims processing reporting did not follow State reporting 
criteria. 
Follow-up response: The time periods for correcting monthly Claims Overview reports are under 
review by KDHE staff. This recommendation is in process.  

 The State should provide additional direction to the MCOs as to appropriate processing times 
newborn claims. If newborn claims are not to be excluded from the 90-day processing requirement 
for “all claims,” additional direction should be provided as to whether previous quarterly reports 
should be updated to include processing of newborn claims within the 90-day time period.  
Follow-up response: KDHE staff are considering revisions to the Claims Overview monthly report 
that will ensure appropriately tracking and reporting of timeliness in processing of newborn claims. 
This recommendation is in process. 

 

Recommendations (Timeliness of Claims Processing by Claim Type and Date Received) 
1. MCOs should update their monthly claims processing reports for 2017 and annual totals for 2016 to 

reflect the criteria used by all three MCOs (and their vendors) as revised during the validation of P4P 
claims metrics, adapted to meet contractual timeliness standards for clean claims (30 days), non-
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clean claims (60 days), and all claims (90 days). The State should provide guidance to the MCOs as to 
the time periods for which claims data should be updated. 

2. The State should provide additional direction to the MCOs as to appropriate reporting of processing 
times newborn claims. If newborn claims are not to be excluded from the 90-day processing 
requirement for “all claims,” additional direction should be provided as to which monthly reports 
should be updated to include processing of newborn claims previously excluded from the 90-day 
processing requirement.  
 

Average Turnaround Time for Processing Clean Claims  
As indicated in Table 7, the MCOs reported 4,090,819 clean claims were processed in Q3 CY2017 
(includes claims received prior to Q3). Excluding 1,445,711 pharmacy claims (which are processed same-
day), there were 2,645,108 clean claims processed in Q3. 
 

 
The average TAT for Total Services (excluding pharmacy claims) was 6.4 to 9.0 days in Q3 CY2017, 
compared with 5.5 to 9.9 days in Q2 and 5.3 to 9.7 days in Q1. Amerigroup overall TAT of 6.4–7.2 days 
was again shortest, compared to Sunflower (8.5–9.0) and UnitedHealthcare (8.7–8.9). 
 

The average TAT for processing clean claims for individual service types again varied by service type and 
by MCO.  

 Hospital Inpatient had TATs in Q3 CY2017 ranging from 10.3 to 12.9 days, (compared to 6.0–15.6 
days in Q2). UnitedHealthcare had the biggest decrease from Q2 (14.5–15.6 days) to Q3 (10.7–12.9 
days.  

 Medical claims had monthly TATs in Q3 ranging from 6.0 to 8.8 days.  

 Nursing Facilities claims had TATs ranging from 4.8 to 10.0 days in Q3.  

Q2 CY2017 Q3 CY2017 CY2014 CY2015 CY2016

Hospital Inpatient 6.0 to 15.6 10.3 to 12.9 5.0 to 19.2 6.4 to 15.9 7.1 to 18.4

Hospital Outpatient 4.7 to 9.8 5.4 to 9.8 3.6 to 12.8 3.5 to 10.8 4.0 to 12.9

Pharmacy same day same day same day same day same day

Dental 6.0 to 13.0 7.0 to 13.0 2.0 to 21.0 4.0 to 13.1 6.0 to 13.0

Vision 6.0 to 12.0 6.0 to 12.7 7.0 to 12.5 9.0 to 12.5 7.0 to 12.7

Non-Emergency Transportation 11.0 to 13.0 11.0 to 13.4 10.9 to 18 10.4 to 16 9.0 to 14.4

Medical (Physical health not 

   otherwise specified)
5.0 to 9.8 6.0 to 8.8 3.3 to 10.6 3.4 to 10.5 4.2 to 10.7

Nursing Facilities 4.3 to 9.6 4.8 to 10.0 4.3 to 11.5 4.1 to 9.7 4.6 to 9.0

HCBS 6.4 to 9.1 6.8 to 9.3 3.2 to 15.6 4.1 to 10.2 5.7 to 10.8

Behavioral Health 3.8 to 9.6 4.6 to 9.4 3.4 to 8.6 2.7 to 10.5 4.1 to 11.7

Total Claims (Including Pharmacy) 4,439,117 4,090,819 16,763,501 17,820,402 17,820,402

Total Claims (Excluding Pharmacy) 2,716,577 2,645,108 10,370,998 10,999,807 10,999,807

Average TAT (Excluding Pharmacy)^ 5.5 to 9.9 6.4 to 9.0 4.3 to 11.5 4.3 to 10.3 5.0 to 10.6

Table 7. Average Monthly Turnaround Time Ranges for Processing Clean Claims, by Service Category - 

Comparison of Current and Previous Quarter and Annual Monthly Ranges*

Service Category
Current and Previous Quarter Annual Monthly Ranges

*The average TAT monthly ranges reported in Table 7 only include clean claims processed by the MCOs and do not 

include clean claims received but not yet processed. 

^Average TATs are weighted averages calculated after excluding pharmacy claims.
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 Dental claims TATs, which were processed in several months of previous quarters in as few as two 
to four days, ranged from 7.0 to 13.0 days in Q3 CY2017. Sunflower had the shortest TATs (7.0 to 8.0 
days); Amerigroup and UnitedHealthcare had TATs of 13.0 days in Q2 CY2016 and the previous 
seven quarters.  

 Behavioral Health claims TATs ranged from 4.6 to 9.4 days in Q3 CY2017. Amerigroup had the 
shortest TATs (4.6 to 5.7 days), compared to Sunflower (8.1 to 9.1 days) and UnitedHealthcare (8.6 
to 9.4 days). 

 Vision – The average monthly TATs for Vision in Q3 ranged from 6.0 to 12.7 days. Amerigroup had 
the shortest monthly TATs (6.0 days), compared to Sunflower (12.0 days) and UnitedHealthcare 
(12.0 to 12.7 days).  

 
 

Grievances 
 

Data Sources 
Grievances are reported and tracked on a quarterly basis by MCOs in the Grievance and Appeal (GAR) 
report. The report tracks the number of grievances received in the quarter, the number of grievances 
closed in the quarter, the number of grievances resolved within 30 business days, and the number of 
grievances resolved within 60 business days. The GAR report also provides detailed descriptions of each 
of grievance resolved, including narratives of grievance descriptions and resolution, category type, date 
received, Medicaid ID, waiver type, and number of business days to resolve.  
 

Track Timely Resolution of Grievances 
Quarterly tracking and reporting of timely resolution of grievances in the KanCare Evaluation are based 
on the MCOs’ contractual requirements to resolve 98% of all grievances within 30 business days and 
100% of all grievances within 60 business days (via an extension request). The number of grievances 
reported as resolved in a quarter includes some grievances from the previous quarter. As a result, the 
number of grievances reported as “received” each quarter does not (and is not expected to) equal the 
number of grievances “resolved” during the quarter (see Table 8). 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
In Q3 CY2017, 99.5% (543) of the 546 grievances reported by the MCOs as resolved in Q3 were reported 
as resolved within 30 business days, and 100% were reported to be resolved within 60 business days.  
 

Q3 Q4 Q1 Q2 Q3

Grievances received in quarter 452 406 412 458 541

Grievances resolved in quarter* 446 395 412 447 546

Grievances resolved within 30 business days* 387 395 410 441 543

Percent resolved within 30 business days 86.8% 100% 99.5% 98.7% 99.5%

Grievances not resolved within 30 business days 59 0 2 6 3

Grievances resolved within 60 business days* 446 395 412 446 546

Percent resolved within 60 business days* 100% 100% 100% 99.8% 100%

Grievances closed in quarter not resolved in 60 business days* 0 0 0 1 0

CY2017

Table 8. Timeliness of Resolution of Grievances - Q3 CY2016 to Q3 CY2017

*Grievances resolved in the quarter include grievances received in the previous quarter.

CY2016
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Compare/Track the Number of Grievances, Including Access-Related and  
Quality-Related Grievances, Over Time, by Population Categories 
 

All Grievances 
In September 2017, KDHE staff provided follow-up training to MCO staff to clarify criteria for each 
grievance and appeal category and increased staff review and response to MCOs related to apparent 
misclassifications. In Q3, with the increased KDHE staff review and input, there has been noticeable 
progress in reporting of grievances and appeals. While in past quarters, 30% or more of the grievances 
appeared to be categorized incorrectly (based on grievance descriptions and resolution details), in Q3 
only 8% (43) of the grievances appeared to be misclassified (see Table 9). Seven additional grievances 
were also identified where members noted more than one grievance during their contact to the MCO, 
and one grievance was excluded as a duplicate, bringing the total number of grievances to 552 for the 
quarter. KDHE plans to schedule follow-up training to MCO staff to provide additional instruction and 
examples to further improve MCO comparability in categorizing grievances and appeals 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Of the 552 grievances resolved in Q3 CY2017, 141 (26%) were reported by Amerigroup, 174 (32%) by 
Sunflower, and 231 (42%) by UnitedHealthcare. There were 24% more grievances reported in Q3 

# grievances # members # grievances # members

Billing and Financial Issues 112 106 110 104

Access to Service or Care 36 36 47 47

Quality of Care (non-HCBS)^ 48 46 59 56

Quality of Care - HCBS 37 35 20 20

Customer Services 43 39 41 38

Pharmacy Issues 15 14 14 13

Member's Rights/Dignity 6 6 5 5

Value-Added Benefit 16 14 16 14

Transportation Issues 71 65 73 66

Transportation Safety 24 23 25 24

Transportation No Show 51 47 52 48

Transportation Late 70 61 72 62

Transportation No Driver Available 10 8 10 8

Other 4 4 8 6

Benefit denial or limitation# 1 1

Health Plan Administration# 2 2

Total 546 507 552 511

*Includes grievances received in Quarter 2 CY2017 resolved in Quarter 3 CY2017

Încludes 22 grievances categorized by UnitedHealthcare  only as "Quality of Care"

#UnitedHealthcare added categories for grievances that should have been categorized using the State-

specified categories.

Table 9. Comparison of Grievances as Categorized by MCOs and Based on Grievance 

Descriptions Q3 CY2017*

As categorized by MCOs
Based on Grievance 

Descriptions
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compared to Q2. UnitedHealthcare had the highest increase with 34% more grievances in Q3 compared 
to Q2. UnitedHealthcare also had the highest number of grievances in Q3 (234), 93 more than 
Amerigroup and 57 more than Sunflower.  
 
Transportation-related grievances continued to be the most frequently reported grievances; MCOs 
reported resolution of 232 transportation-related grievances, up from 164 to 199 previous three 
quarters. Of the 232 transportation-related grievances, 44 (19%) were reported by Amerigroup, 80 
(30%) were reported by Sunflower, and 108 (47%) were reported by UnitedHealthcare. The number of 
“No Show,” “Late,” transportation grievances continued to be high, with 52 “No Show” grievances and 
72 “Late” grievances in Q3. Of concern, too, is the number of Transportation – Safety grievances (25 in 
Q3, up from 22 in Q2 and 13 in Q1. In Q3 MCOs also began reporting the number of transportation 
grievances due to no driver being available for the member, with 10 reported this quarter. 
 
Of 552 grievances in Q3 (based on grievance descriptions), 199 (36%) were from 181 members receiving 
waiver services, up from 164 (148 members) in Q2 and 139 grievances (136 members) in Q1. Table 10 
shows the number of grievances by category and by waiver group. 
 

 
 

As shown in Table 11, the percentage of transportation-related grievances was higher among waiver 
members in Q1–Q3 (48%–50%) compared to members not receiving waiver services (39%–42%). Of 199 
grievances received from 181 waiver members in Q3, 94 (47%) were transportation-related, the highest 
in two years.  
 
 

FE I/DD PD SED TA TBI

Billing and Financial Issues 5 1 12 2 1 2

Access to Service or Care 3 9 2 1

Quality of Care (non-HCBS) 1 9 1 2

Quality of Care - HCBS 4 2 10 2 1

Customer Service 2 7 8 1 1

Pharmacy Issues 2 1

Member's Rights/Dignity 1 1

Value-Added Benefit 3 1 3

Transportation Issues 5 3 12 1 1 2

Transportation Safety 2 8 1

Transportation No Show 7 16 1

Tran sportation No Driver Available 2 4

Transportation Late 5 3 19 2

Other 1 3

Total 33 26 114 10 6 10

*Counts are based on grievances as described by MCOs.

^There were no grievances reported in Quarter 3 for Autism Waiver members.

Table 10. Grievances Reported by Waiver Members Resolved in Q3 CY2017*

 Number of Grievances  by Waiver Type^
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 Physical Disability (PD) Waiver members had the most grievances in Q3, with 102 members 
reporting 114 grievances, 59 transportation-related. This was an increase compared to the prior two 
quarters (Q2 - 90 grievances, 51 transportation-related; Q1 - 71 grievances, 41 transportation-
related). 

 Frail Elderly (FE) Waiver members (30) reported 33 grievances in Q3; 19 of the 33 grievances were 
transportation-related.  

 Intellectual/Developmental Disability (I/DD) Waiver members (24) in Q3 reported 26 grievances, 
comparable to Q2 (28 grievances) and higher than in Q1 (11 grievances); eight transportation-
related.  

 Traumatic Brain Injury (TBI) Waiver members (9) reported 10 grievances in Q3; six transportation-
related.  

 Technology Assistance (TA) Waiver members (6) reported six grievances in Q3; one transportation-
related.  

 Serious Emotional Disturbance (SED) Waiver members (10) reported 10 grievances in Q3, one 
transportation-related.  

 

Access-Related Grievances 
Definitions and examples in the GAR report of grievances meeting Access to Service or Care criteria are 
those where “Appointment availability, no providers available within distance standards, timeliness to 
get appointment, complaints about non-covered services (other than pharmacy), MCO system issue error 
– (eligibility not updated, TPL not current, processing error) difficulty finding HCBS provider.”  
 

Of 552 grievances as categorized by MCOs in the Q3 GAR report, 36 were categorized as Access to 
Service or Care. Based on grievance descriptions, however, there were 47 in Q3 that may more 
appropriately meet the criteria for the Access to Service or Care category. 

 Based on the GAR report criteria, two grievances categorized as Access to Service or Care may more 
appropriately be categorized as Quality of Care (non HCBS, non-Transportation) and one as 
Transportation Issues. 

 Based on grievance descriptions, 14 grievances categorized as Customer Services (4), Pharmacy 
Issues (3), Member Rights/Dignity (1), Quality of Care HCBS (2), Billing and Financial Issues (1), 

Q1 Q2 Q3 Q1 Q2 Q3 Q1 Q2 Q3

Physical Disability (PD) 71 90 114 41 51 59 58% 57% 52%

Frail Elderly (FE) 31 27 33 17 14 19 55% 52% 58%

Intellectual/Developmental Disability (I/DD) 11 28 26 4 7 8 36% 25% 31%

Traumatic Brain Injury (TBI) 13 6 10 5 4 6 38% 67% 60%

Serious Emotional Disturbance (SED) 8 9 10 2 1 1 25% 11% 10%

Technology Assisted (TA) 5 3 6 1 2 1 20% 67% 17%

Autism 0 1 0 NA 0 NA NA 0% NA

Waiver Member Grievances 139 164 199 70 79 94 50% 48% 47%

Non- Waiver Member Grievances 265 291 352 112 120 138 42% 41% 39%

All Member Grievances 404 455 552 182 199 232 45% 44% 42%

Table 11. Transportation-Related Grievances Resolved in Q1 to Q3 CY2017, by Waiver

# Grievances
# Transportation 

Related

% Transportation 

Related
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Quality of Care (1), and Health Plan Administration (2) (category added by UnitedHealthcare) may be 
better categorized as Access to Service or Care. 

 
Although the number of access-related grievances in Q3 (47 grievances) was much higher than in Q1 and 
Q2 (13 and 16 grievances, respectively), this seems to be due to more accurate categorization of 
grievances by the MCOs. The State also clarified that “access-related” grievances should include 
grievances where members report providers refuse to continue to provide them with services and to 
grievances related to “lock-in” (where under certain circumstances members are required to use one 
specific pharmacy) that were previously often categorized as pharmacy issues or customer services. 
 

Quality-Related Grievances 
Definitions and examples in the GAR report of grievances meeting Quality of Care (non-HCBS, non-
Transportation) criteria are those where “Provider/Staff error or neglect in delivery of any health care 
services, e.g., someone is hurt, or it is determined necessary to forward to the QOC department for 
investigation. Additional examples: someone is dropped during transfer, doctor operates on wrong site, 
wrong medication administered, neglect.”  
 
Definitions and examples in the GAR report of grievances meeting Quality of Care - HCBS criteria are 
those where “Provider/Staff error or neglect in delivery of any HCBS services, e.g., mistreatment of 
member, not providing service as specified in support plan or plan of care.” 
 
Of 552 grievances categorized in the Q3 GAR report,47 were categorized by the MCOs as Quality of Care 
(non-HCBS, non-Transportation) or (by UnitedHealthcare) as Quality of Care; and, 37 were categorized 
as Quality of Care – HCBS. As described in the GAR report, 59 meet the criteria for Quality of Care (non-
HCBS, non-Transportation) and 20 as Quality of Care – HCBS. Based on grievance descriptions: 

 12 grievances categorized as Quality of Care – HCBS should have been categorized as Quality of Care 
(non-HCBS, non-Transportation). This was primarily due to a mistakenly categorizing quality of care 
grievances received from members receiving waiver services as Quality of Care – HCBS even if the 
grievance was not related to HCBS services.  

 5 grievances categorized by the MCOs as Quality of Care HCBS may more appropriately be 
categorized as Access to Service or Care (2), Customer Services (2), and Other (1). 

 1 grievance categorized as Quality of Care (non-HCBS, non-Transportation) should have been 
categorized as Quality of Care – HCBS.  

 2 grievances categorized as Quality of Care may more appropriately be categorized as Access to 
Service or Care (1) and Customer Services (1). 

 2 grievances categorized as Access to Service or Care may be better categorized as Quality of Care – 
(non-HCBS, non-Transportation). 

 

Follow-up on Previous Recommendations (Grievances) 
 MCOs should review transportation-related grievances to ensure those related to no-show, lateness, 

safety issues, and lack of provider availability are categorized appropriately.  
Follow-up response: Based on grievance descriptions, transportation-related grievance categories, 
with only a few exceptions, have been categorized much more accurately than in prior quarters. 

 Each grievance should be categorized separately, even if the grievances are reported during one 
contact by phone or mail. 
Follow-up response: Two of the MCOs this quarter have implemented this change, as demonstrated 
in their Q3 reporting. According to KDHE staff, one of the MCOs indicated they are not able to report 
more than one grievance if the grievance is already categorized as resolved. In the review of 
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grievance descriptions, there were seven additional potential grievances related to late 
transportation (members reporting more than one late transportation), rudeness of staff, and 
member discrimination based on religious beliefs. 

 Drop-down menus used by MCO staff categorizing grievances should be reviewed and updated to 
include the State-specified categories for classifying grievances and appeals. 
Follow-up response: KDHE staff are working with the MCOs to create crosswalks to better compare 
State-specified categories with MCO corporate-directed drop-down menu categories. 

 UnitedHealthcare should identify whether QOC grievances are or are not HCBS-related. 
Follow-up response: UnitedHealthcare again this quarter added a generic “Quality of Care” category 
and did not report any grievances as being specifically “non-HCBS, non-transportation related.” 
 

Recommendations (Grievances) 
1. MCOs should make it a higher priority to ensure transportation is available timely and consistently 

for members. 
2. The State should review the grievance categories to determine if additional examples should be 

included and to determine if additional categories may be needed. 
3. UnitedHealthcare should categorize grievances using only the State-specified categories. 
 
 

Ombudsman’s Office 
 Track the Number and Type of Assistance Provided by the Ombudsman’s Office. 

 Evaluate Trends Regarding Types of Questions and Grievances Submitted to the 
Ombudsman’s Office. 

 

Data Sources 
The primary data source in Q3 CY2017 is the quarterly KanCare Ombudsman Update report. 
 

Current Quarter and Trend over Time 
Ombudsman Office assistance is provided by the Ombudsman (Kerrie Bacon), a Volunteer Coordinator, a 
Project Coordinator, and trained volunteers at satellite offices. Information (as well as volunteer 
applications) is also available on the Ombudsman’s Office website, www.KanCare.ks.gov/kancare-
ombudsman-office and is provided to members by mail and email as-needed. 
 
As delineated in the CMS Kansas Special Terms and Conditions (STC), revised in January 2014, the 
Ombudsman’s Office data to be tracked include date of incoming requests (and date of any change in 
status); the volume and types of requests for assistance; the time required to receive assistance from 
the Ombudsman (from initial request to resolution); the issue(s) presented in requests for assistance; 
the health plan involved in the request, if any; the geographic area of the beneficiary’s residence; waiver 
authority if applicable (I/DD, PD, etc.); current status of the request for assistance, including actions 
taken by the Ombudsman; and the number and type of education and outreach events conducted by 
the Ombudsman. 
 
The Ombudsman’s Office is located in Topeka, with satellite offices in Wichita and Olathe (Johnson 
County). Assistance is provided by phone and in person, by appointment, including assistance 
completing Medicaid applications.  
 
The Ombudsman’s office tracks contacts by contact method, caller type, by specific issues, by location 
(main office or satellite office). In Q3 CY2017, the Ombudsman’s Office tracked 970 contacts, 41% more 

http://www.kancare.ks.gov/kancare-ombudsman-office
http://www.kancare.ks.gov/kancare-ombudsman-office
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than in Q3 CY2016. Since some contacts include more than one issue, the Ombudsman’s Office tracks 
the number of certain issues addressed during contacts, including the number of issues that are MCO-
related (see Table 12). In Q3, 218 (20%) of 1,079 issues addressed in 970 contacts to the Ombudsman’s 
Office were MCO-related. The most frequently reported MCO-related issues quarterly to date have been 
Medicaid Eligibility Issues and HCBS-related issues.  
 

 
 

All
MCO 

Related

% MCO 

Related
All

MCO 

Related

% MCO 

Related
All

MCO 

Related

% MCO 

Related

Medicaid Eligibility Issues 236 29 12% 177 20 11% 237 32 14%

Medicaid Renewal 29 11 38% 43 13 30% 38 17 45%

Medicaid Application Assistance 46 1 2% 54 1 2% 162 4 2%

HCBS - Total 92 43 47% 93 47 51% 91 34 37%

HCBS General Issues 33 18 55% 34 20 59% 21 11 52%

HCBS Eligibility Issues 46 18 39% 48 23 48% 58 20 34%

HCBS Reduction in Hours of Service 7 5 71% 2 1 50% 4 3 75%

HCBS Waiting List 6 2 33% 9 3 33% 8 0 0%

Appeals, Grievances 36 18 50% 33 15 45% 0

Appeals/Fair Hearing Questions/Issues 9

Grievances Questions/Issues 29 0

Medical Services 20 13 65% 23 13 57% 11 6 55%

Billing 21 7 33% 33 18 55% 17 11 65%

Durable Medical Equipment 2 2 100% 9 5 56% 3 2 67%

Pharmacy 10 5 50% 9 6 67% 10 3 30%

Care Coordinator Issues 5 5 100% 11 7 64% 6 5 83%

Transportation 8 7 88% 9 6 67% 12 6 50%

Nursing Facility Issues 38 5 13% 25 6 24% 23 1 4%

Housing Issues 4 1 25% 6 2 33% 7 3 43%

Access to Providers 14 11 79% 14 12 86% 13 4 31%

Change MCO 3 3 100% 1 1 100% 2 1 50%

Dental 7 1 14% 9 4 44% 7 4 57%

Client Obligation 17 6 35% 35 13 37% 37 11 30%

Spenddown Issues 18 4 22% 32 10 31% 29 12 41%

Medicare-related issues 15 5 33%

Coding Issues 3 2 67% 0 0 0% 8 4 50%

Moving to/from Kansas 5 1 20% 7 1 14% 6 0 0%

Other* 319 51 16% 373 61 16% 316 44 14%

Total Issues - All & MCO-Related 933 226 24% 996 261 26% 1,079 218 20%

* Includes issues categorized as "Other," "Affordable Care Act," Estate Recovery," "Guardianship," and "Unspecified"

31%

CY2017

Table 12.  Issues tracked by Ombudsman's Office - All and MCO-Related, Q1 to Q3 CY2017

Q1 Q2 Q3
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UNITED 
 

Service Type 

Total claim 
count - YTD 
cumulative 

total claim count $ 
value YTD cumulative 

# claims 
denied – YTD 
cumulative  

$ value of claims 
denied YTD 
cumulative  

% claims 
denied – YTD 
cumulative 

 
Hospital 
Inpatient 

21,188 786,582,845 4,807 215,211,703 22.69% 

Hospital 
Outpatient 

239,699 655,155,577 46,981 146,112,867 19.60% 

Pharmacy 1,342,794 $95,180,556.00 308,894 $71,206,295.99 23.00% 

Dental 106,042 $29,136,848.61 8,316 $2,353,502.83 7.84% 

Vision 62,164 $12,639,676.54 5,937 $1,217,218.55 9.55% 

NEMT 135,629 $3,569,237.48 1,958 $53,171.73 1.44% 

Medical 
(physical health 
not otherwise 
specified) 

1,356,404 675,743,895 192,909 165,136,632 14.22% 

Nursing 
Facilities-Total 

71,058 189,266,040 10,334 30,824,203 14.54% 

HCBS 309,266 111,705,727 16,366 7,033,950 5.29% 

Behavioral 
Health 

317,453 94,854,594 20,797 12,701,902 6.55% 

Total All 
Services 

3,961,697 $2,653,834,997 617,299 $651,851,445 15.58% 
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